In a recent issue of the International Journal of Chronic Obstructive Pulmonary Disease, Kawamatawong et al reported an association between chest CT-detected bronchiectasis and frequent or severe respiratory exacerbations in 72 Thai patients with COPD (adjusted odds ratio [OR] 4.99; 95% CI 1. 31-18.94; p=0.018).
Dear editor
In a recent issue of the International Journal of Chronic Obstructive Pulmonary Disease, Kawamatawong et al reported an association between chest CT-detected bronchiectasis and frequent or severe respiratory exacerbations in 72 Thai patients with COPD (adjusted odds ratio [OR] 4.99; 95% CI 1.31-18.94; p=0.018).
1 Frequent exacerbations were defined as two or more events per year, and severe ones as those requiring hospitalization. The results of this study are consistent with those previously reported by Martínez-García et al who found bronchiectasis to be independently associated with severe COPD exacerbations in 92 subjects (OR 3.07; 95% CI 1.07-8.77; p=0.037). 2 While the prevalence of bronchiectasis in individuals with COPD varies depending on the selected cohort, it is increasingly recognized as a major contributor to COPD morbidity and mortality. 3 This contribution is better understood by assessing epidemiological measures of impact such as the population-attributable risk percent (PAR%) and the attributable risk percent (AR%). 4 The PAR% calculated based on Table 1 , which was constructed using data from the study by Kawamatawong et al, is 28.3%. If we assume a causal relationship between the presence of bronchiectasis and respiratory exacerbations, this would mean that 28.3% of respiratory exacerbations in this entire COPD cohort can be attributed to bronchiectasis. The calculated AR% is 45.4%, meaning that 45.4% of respiratory exacerbations in COPD patients with bronchiectasis can be attributed to their bronchiectasis.
These PAR% and AR% measures suggest a relatively high impact of bronchiectasis on the frequency and severity of respiratory exacerbations in COPD. Similarly, severe and recurrent exacerbations may also themselves contribute to the incidence or worsening of bronchiectasis. However, clinical data on patients with coexisting COPD and bronchiectasis are scarce as obtaining a chest CT is not currently part of routine care for COPD. In addition, the role of targeted bronchiectasis therapy (such as inhaled antibiotics, prolonged intravenous antibiotics, mucolytic agents and high-frequency 
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Labaki and Han chest wall oscillation) in this COPD/bronchiectasis overlap phenotype still needs to be determined. 5 These knowledge gaps emphasize the importance of enrolling such patients into dedicated clinical trials to identify best management practices and improve outcomes.
Dear editor
We thank Labaki and Han for their comments on our recent study. Calculation of frequent exacerbation risk of the entire COPD cohort was shown in the contingency table. The increased frequency of exacerbation in patients with CT-detected bronchiectasis compared to those with COPD without bronchiectasis was noted. Hence, population-attributable risk percent and attributable risk percent for COPD exacerbation were 28.3% and 45.4%, respectively. This finding emphasizes the risk of poor COPD outcome in the presence of bronchiectasis. A previous report by Hurst et al showed that both the frequency of exacerbation and hospitalized exacerbation were increased in the presence of bronchiectasis, according to Global Initiative for Chronic Obstructive Lung Disease (GOLD) stages. 1 Likewise, severe airflow limitation (forced expiratory volume in one second [FEV 1 ] ,50%) was associated with frequent exacerbation ( p=0.002) in the study by Kawamatawong et al. 2 Despite that bronchiectasis is independently associated with frequent COPD exacerbation, the difference in lung function impairment between COPD patients with and without bronchiectasis was not detected. According to the study by Martínez-García et al, the prevalence of bronchiectasis was high among those with severe COPD compared to those with moderate disease ( p=0.001). In addition, hospitalized exacerbation was independently associated with bronchiectasis. 3 Bronchiectasis worsened by COPD exacerbation is associated with aging, pathogenic bacterial airway colonization and severe systemic inflammation. 4 Both COPD and bronchiectasis are considered different disease entities but can coexist. 5 Effective treatment for coexisting bronchiectasis and COPD has never been studied. The treatments of adults with bronchiectasis including long-term macrolide and aerosolized antibiotics and airway clearance have been addressed. 6 Macrolide therapy has been shown to effectively prevent COPD exacerbation. 7 Hence, it has been recommended for high-risk and symptomatic COPD. However, occult mycobacterial infection and macrolideresistant pathogens have been reported. The prevalence of mycobacterial infection among COPD patients in our cohort and another study was low. 8 Mycobacterium screening prior to starting macrolide is not routine. N-acetyl cysteine has been investigated in COPD. 9 Studies examining the efficacy of N-acetyl cysteine on COPD with bronchiectasis are limited. In addition, roflumilast has been shown to be effective in severe COPD associated with frequent exacerbations and chronic bronchitis. 10 Evidence demonstrating the efficacy of roflumilast on bronchiectasis is limited.
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In summary, the CT-detected bronchiectasis is associated with frequent COPD exacerbations. The potential mechanistic links and causality have to be further elucidated. Lastly, effective treatments for bronchiectasis coexisting with COPD are urgently required.
